MISSOURI DIVISION OF HEALTH —STANDARD CERTIFICATE OF DEATH -63-00:

DEPARTMENT OF PUBLIC HEALTH AND WELFAR STATE FILE RGBS
R
DO NOT WRITE AMENDED Registration District No. --_--___I_L.Primnry Registration District No. -3.,.4..‘_, ———Registrar’s Ne. ____..3_

oN s Srus — FHED- AN 1963

1. PLACE OF DEATH 2. USUAL RESIDEMCE (Where deceased lived. If institution: Residence before
VS 300 8. COUNTY St. ranc°1s a. STATE MO b. COUNTY Reynolds admission)
Rev. 4/59 b. CI‘I:lY {f outside corporafe limits, give TOWNSHIP only} Length of stay in 1b c. CITY Inside Limits

oMM Bornne Terre 7 days own Lesterville Yes EK No [

. II:-IUOLSI'; NAME OF (if NOT in hespital, give locaticn) Inside Limits d:l‘;%iEETSS (I -outtide, give location) Reside on Farm
wermtiongenne Terre Hospital |[vel nen general dellvery Ys 3 No X

a #AMEorOFﬁDE)CEASED First Middle Last 4, DA'I'E Month Day Year
YR o LEONA HODGES sam January 2, 1963

5. SEX 6. COLOR OR RACE 7. Maried [0  Never Married [1 [8. DATE OF BIRTH | 9 AGE (last birthday) | IF UNDER 1 YEAR _IF UNDER 24. HR

female white Widowed § overced 01 | 3 /3 /1876 86 Monihs [ "Dys ["Hours [ Min.

_ 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

o \ king life, if L)
UI'IIE m sfournwsr ing life, even if retired) own home Lesterville MO. i» U S A
132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE

James Rayfield Lucy Goggins Henry Hodges
15. WAS DECEASED EVER IN US ARMED FORCES? ) 14, SOCIAL SECURITY NG. | 17. INFO'RMANT Address
(Yeﬁla, or unknown)l (If yes, give war or dates of servi Oather HOdgeS . S t .LOuiB s MO o

18. CAUSE OF DEATH (Enter only one cause per line INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a} OERE 8RA { —;Llerm ZFe 525 2’ DR sfS

Conditions, i any, DUE TO (b) (3 ENELH I/ 3 e @fﬁz@./ -1 A‘II 5,5
which gave.rise to] ’

DATE AMENDED

=
P
w.
z
=
o
Q
(=]

above caute (8),
stating the under-
Iying cause - last.

DUE TO [c)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUT!NG TO DEATH but not, related to the terminal PART ill. If deceased was female was
disease condition’given in PART I (a) there a pregnancy in [ast 90 days.

. . _f ,@‘f%&'ﬂﬁ/r’l{ : ID Yes |¥No l O Unknown
19. WAS AUTOPS

20a. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature’of injury in PART | or PART LI of item 18.)
a o ‘ '

PERFORMED?
YES O NO

20c. TIME OF Hou Month, Day, Year |
INJURY am:> -
p.m.

~20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20, CITY, TOWN, OR LCCATION COUNTY
WHILE AT WORK [] farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [3

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

» MEDICAL CERTIFICATION

Ly

21/ I.ni‘-"-'“".rhi d d from g “;'8' é / ta, i =2 - é '3 and last uwmnlive on L= =2- d"?

Death occurred _at 2 .15 Pam on the date stated sbove, and to'the best of my knowledge, from the causes stated.

USE BLACK INK

. _ADDRESS - . 22c. DAYE SIGNED

'”"“?im:ik / o ke 177 - QM % /%63

23s. BURIAL, CREMATION, | 23b. DATE : !ac/NAME OF CEMETERY OR CREMATORY 23d. LOCATIGN (City, 4bwn; or county) [State)

buffi\gli“smm 1/5/1963 Rayfield Cemetery Lesterville, Misspuril

. . DRESS 2! DATE RECD. BY LOCAL 'REG. .| 26. R TRAR'S SIGNATU
vhits Bineral Home, ITonton, Mo, é: !é P o
7 g 7«£_ £ o /9 X \ _‘

on RArse Side)

TYPEWRITER. RIBBCN

SHOULD READ

_BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED ‘EM.BAI.MER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.______

working under my personal supervision. f f W
Student Signed

Signature of Student Embalmer

© 4205

Licensed Embalmer No

°p. 0. Address Iront’onj Mo,

Note: The. above MUST BE SIGNED -BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above. constitutes grounds for revocation of license). )
¥ embaimed by a STUDENT, he also shal! sign in his OWN handwriting.
- * I this body is not embalmed, fact should be so stated above.




